o . Y _ .. THE DIVISION OF HEALTH OF MISSOURI 12325
D APR 4 1333 STANDARD CERTIFICATE OF DEATH Stete File Noo
BIRTH NO. — REG. DIST. NO. _3_18_ PRIMARY REG. DIST. MQ. 1_(10_3_ Regisirar's No. ... 2,9.,(!.4-
1. PLACE OF DEATH j 2. USUAL RESIDENCE (Where decessed lived. If institution: residence befors
a. COUNTY ‘ a. STATE Missouri . b, COUNTY aduwbeian).
b. CITY (X1 outnlde corpyrate Limits, writs RURAL and pive grAl?ENGTH OF c. CITY d Iy Besidence within limits of
townabip) {in this place)| . » el _Lncorporsted r
. TOW 8t Touis, Mo. ™M grs 1O St. Louls =TT
d. FH(!)JS.PFTAANLEO%F (If oot in hu;iul or institution. give street address or location) .A%rgF%EE;S ! (If rural. ghve location) 2 / / 7
iNstionion 1528 Bvans Ave. 1/ L528 Evans Ave., -
3DBIEAC,‘NE‘ESOE'B &. (Flﬂt)' ) . b. (Mfddle) e. (Last) 4. DS;E {Month) {Day) (Year)
(wpeor ity MInnie McRNeal .'- Simmons oeatH ~ Mareh 12,1953
5. SEX 3 6. COLOR OR RACE | 2. xlARRED' gE‘\’IgR MSRglED,) 8. DATE OF BIRTH ’ 9-':(551'&1: yeans| F Umn | YEAR | O ooeRm m s,
(Bpecify), . t H .
FPemale Negro BaSWEE" 52 | March 16, 1883 69 [T1™] 23| | -
0a. USUAL OQCCUPATION (Cibw: wor! 0| R t1. BIRTHPLACE . .
1 dmdnﬂngfudzorliou u&i‘:‘::‘:;‘.’w;‘ 10b. KIND OF BUSINESS OST'I{‘Y B . (City aad State or Forsign Cnuuy)/ lthC)IIJT!}%’:'?FWHAT
Practlcal Nurse Private Homes Trenton, Tennessee: U. S. 4,
T38. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR W|FE
Peter Boykin iUnknoun i Deceasged
i5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NME-\C‘ ADDRESS
{Yoa, 00,07 unknown) | (If yes, xive war or dates of service) RO.
a None Unk. Mrs, Fanpie M. Brown [L=i28 Evyans
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

‘an a . 1, DISEASE OR CONDITION™ - o ONSET AND DEA
'E:::: ?3’ ﬁ;'mm"’d”(’g DIRECTLY LEADING TO DEATH'(a)g—‘ \;_.gm /M ]" a.-JCu..« AR s
*This does nol meon ANTECEDENT CAUSES ""-—-—-.___ — .
the mode of dying, such | Morbld conditions, if any, giving OUE TO (b) CM } —
as heart fallure, asthenia, | rise to the aboce catiae (o) dlating _ -
dte. It means the dis. | ‘b underlying cause last. K/’M\ Q . 1o I '
case, injury, or complica- DUE TO () ‘ "

UNFADING BLACK INE—MAKE A PERMANENT RECORD

tion which catised death, | [1. OTHER SIGNIFICANT CONDITIONS
L " Conditions contributing to the death but not
S e e related to the dlsease or condition causing death.
192, DATE OF QPERA- | 19b. MAJOR FINDINGS OF OPERATION . .| 20, auTOPSY?
A TION .o
e Y ) ) YES L—_| NO D
V]2 ity '\ | 216, PLACEOF INJURY (s.c..inorabout | 21¢. (CITY, TOWN, OR TOWNSHIP} {COUNTY) (STATE)
oo J eny 5 \ | bomd, farm, tastory. sirm. office blds.. sta.)
L7 “5/ BomiCibe R o - .
. g. 214d. Tél\F'lE (Month) (Day) (Yeart (Howry | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
PN | A WHILEAT ] NOT WHILE
o INJURY - e m. | WwoRK AT WORK qu 53 X
By zz I hereby cemfy that I attended fhe deceased fromu )""' - 195 2w __!1 Hw IQ_L'; that I last saw the deccased
A T-alive on tf Meoeh 193" T and that death cccurred at _':lq;_ m., fi@n fhe mpnﬂppd Wb 1By date stated above.

w U cne T ity 2] ADDRESS 3624, Franklin Ave, 'ﬂc DATESIGNED

&
24a. BURIAL, CREMA- | 24b. DATE Z4c. NAME OF CEMETERY OR CREMATOR‘! : 4d7LEx :" N * ty. town, or county) ’ (Btate)
M !

T i | o eh 18, Washingtor

DA‘I;;;C; ??YILé.%{SL Eaﬂ'ﬂgs SIGNATUV ﬂ mb \_&’; ) ) :

([mmed Embalmer’s Statement on Reverse Side)

WRITE PLAINLY




S —————————————— — T St —
" T o =S

STATEMENT BY LICENSED EMBALMER

1 hereby ce_rtify' that the body whose name is recorded on the reverse side of this certificate was e
byme, orby.......... et et e toctcmaasbaieaants e e edeetasseiscssesssssessemseransrabanannra , Student Embalmer No.........

working under my personal supervision..

et e g@jWM%, .......... |

Signeture of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his QOWN HANDWRITING. (F
to comply with the above constitutes gronnds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

T tln_s body is not embalmed, fact should be so stated above. :




